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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT Attachment 3.1-A

State Mississippi Exhibit 1

DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION AND SCOPE OF MEDICAL
CARE AND SERVICES PROVIDED

1. Inpatient Hospital Services: LIMITED TO 30 DAYS PER FISCAL YEAR FOR ALL
RECIPIENTS EXCEPT FOR ELIGIBLE INFANTS UNDER THE AGE OF ONE (1) YEAR
RECEIVING SERVICES IN DISPROPORTIONATE-SHARE HOSPITALS WHO SHALL BE
ALLOWED UNLIMITED DAYS. Additional hospital days based on prior approval are
covered for Medicaid-eligible individuals under the age of twenty-one (21) through
EPSDT expanded services.

Prior approval or concurrent review is required on all hospital admissions except
obstetrical. Prior approval and concurrent reviews will be performed by the utilization
review/peer review organization contractor for the Medicaid Single State Agency.

Part A co-insurance is not covered for inpatient hospital services for Medicaid/Medicare
eligibles on days exceeding the number of allowable days for Medicaid-only eligibles.
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